Background {#Sec1}
==========

During the last decade, in many European countries healthcare systems are reformed towards a demand-oriented care system in order to improve the quality of care and to contain costs \[[@CR1]--[@CR3]\]. Central regulation of the provision of health care is replaced by a system based on flexible markets in which consumers can express their demands and in which the providers can meet these demands \[[@CR4]\]. In several countries, for example, Switzerland, Belgium, Germany, and the Netherlands, these reforms were based on introducing managed competition with more patient choice of healthcare provider and insurance policy \[[@CR5], [@CR6]\]. Within these healthcare systems health insurers were given an important role to ensure the public interest of quality, accessibility and affordability of care. The intention was to create a competitive healthcare system in which three players interact on three healthcare markets: health insurers compete for enrollees/patients on the health insurance market and healthcare providers compete for patients/enrollees on the healthcare provision market. On the healthcare purchasing market, health insurers negotiate with care providers (Fig. [1](#Fig1){ref-type="fig"}) \[[@CR6], [@CR7]\]. Fig. 1Model of healthcare market in a system of managed competition

People were given a free choice of a health insurer and the possibility of switching health insurer annually on the health insurance market. For a well-functioning market, people must be able to observe and experience differences in health insurance policies. Only when they have the right information and can compare policies, they could keep health insurers sharp on the price and quality of the policies they offer \[[@CR8]\]. The possibility that people could switch, was intended to lead to competition between health insurers which, in turn, would enhance allocative and productive efficiency, since they also bear financial risk. The possibility that enrollees could switch aimed to encourage responsiveness to their preferences among health insurers. Health insurers would, as a consequence, be encouraged to purchase services more critically from healthcare providers on the healthcare purchasing market, while paying attention to the price and quality. If patients are more sensitive to the price and quality, then insurers would try to maintain or improve the quality while, at the same time, ensuring that healthcare remains affordable \[[@CR5], [@CR9]\].

A free patient choice of healthcare provider on the healthcare provider market was also introduced, in order to increase the efficiency of healthcare. It was assumed that by letting patients choose the qualitatively best or most effective healthcare provider, this would then send signals to healthcare providers who perform poorly. This should increase the competition between healthcare providers to improve and maintain their quality. As a result, healthcare providers would, in turn, offer more demand-driven care, which would better fit the situation of the individual patient \[[@CR6], [@CR9]\].

Although patient choice is important in healthcare systems based on managed competition, their choice may seem limited since insurers are allowed to contract healthcare providers selectively. Depending on the insurance policy patients opted for, they may be required to pay part of their healthcare themselves when visiting a provider who has no contract with their health insurer. If health insurers are transparent about the insurance products they offer, the providers they contracted and the quality and costs of treatment, patients would be enabled to make trade-offs, depending on their needs and preferences, between different healthcare providers. Policymakers assume that patients behave as rational healthcare consumers and actively choose the provider that best fits their needs and preferences based on this information and comparative information that is provided by other parties such as the government \[[@CR10]\]. However, there seems to be little evidence that patients actually use this information \[[@CR11], [@CR12]\]. Instead, it seems that the recommendation of patients' general practitioner (GP) plays a major role in patients' choices of providers \[[@CR9], [@CR13]--[@CR15]\].

In one third of European countries GPs function as gatekeepers regulating access to specialist care \[[@CR16]\]. Doctors are required to treat individual patients to the best of their ability and, simultaneously, they are expected to fulfil a duty to society to make the most equitable use of resources overall \[[@CR17]\]. Because patients often rely on their GP to decide on the course of action that is to be taken following the consultation, a patient's GP might be the right person to provide them with information about treatment alternatives, ideally including other healthcare providers they could choose \[[@CR18]\]. GPs might point out to their patients that costs tend to differ between healthcare providers, encourage them to use the available choice information, and involve them in making a decision about a healthcare provider \[[@CR14], [@CR19], [@CR20]\]. However, when referring, GPs seem to rely more on informal sources such as feedback from colleagues and patients, as well as on their own experience of cooperating with a hospital or department \[[@CR19]\]. The distance to a hospital was the factor most often used by GPs when choosing a hospital on behalf of their patients \[[@CR19]\]. After all, GPs also have insufficient information about providers and the length of a consultation may be too limited to be able to look up and discuss choice information \[[@CR21]\].

There seems to be little evidence that patients actively choose a healthcare provider themselves \[[@CR22]--[@CR25]\] and actually use the available choice information \[[@CR11], [@CR12]\]. However, since the implementation of managed competition and patient choice, much has been done by the government and health insurers to get patients more actively involved in their own healthcare, for instance by making comparative information more accessible and available to them. For example, several websites were developed to enable patients to compare healthcare providers (e.g. [www.kiesbeter.nl](http://www.kiesbeter.nl)). This warranted a repetition of earlier research. Additionally, unlike most other studies, we observed if the topic of health insurer or insurance was discussed during consultations, given the role that the insurer is now expected to play in the Dutch healthcare system.

Research aim {#Sec2}
------------

By examining everyday consultations between GPs and their patients, we aim to investigate if, and how, patient choice is reflected at the point of referral (i.e. how policy works in practice). That is to say do GPs inform patients about different options and do patients and their GPs take the patients' health insurance policy into account. We answer the following research questions: 1) What role does the patient play in choosing a healthcare provider at the moment of referral by their GP?, 2) At the moment of referral, what role does the GP play in their patients' choices of a healthcare provider?, and 3) What is the influence of the patient's health insurer or insurance policy in the choice of a healthcare provider at the point of referral? With 'consultation' we mean the process of getting advice from a GP and we define 'referral' as the transfer of care for a patient from the GP to another doctor or clinic for further diagnosis and/or treatment.

Method {#Sec3}
======

Recruitment of professionals {#Sec4}
----------------------------

The video recordings were collected as part of a study that aimed to investigate GP-patient communication \[[@CR26]\]. In 2015, 36 GPs from the eastern part of the Netherlands were approached. In 2016, a further 44 GPs, located in other parts of the country, were approached. The GPs were approached by the researchers via their network and through participation in earlier studies from Nivel (Netherlands institute for health services research) and the Radboudumc (Radboud university medical center). There were no inclusion, or exclusion, criteria for GPs to participate. GPs and patients were told that the study was about GP-patient communication but were unaware that their referral decisions were being analysed.

Recruitment of patients and procedure {#Sec5}
-------------------------------------

The 28 GPs agreed to videotape consecutive, standard consultations on one or two random days. The recordings were carried out with an unmanned digital camera. In 2015, 508 patients were approached. Another 162 patients were approached in 2016. All GPs and patients who participated signed an informed consent form before the recording of the consultation. Participants could withdraw their consent at any time, but none of them did. Prior to the consultation, patients completed a questionnaire about, among other things, their sociodemographic characteristics and their expectations of the consultation. Patients younger than 18 years of age, and patients who did not speak Dutch adequately, were excluded. GPs filled in a registration form after every contact with a patient, assessing some clinical aspects, plus a one-off questionnaire about their background characteristics \[[@CR26]\].

Analyses {#Sec6}
--------

Three researchers (AP, MM and CK) observed each one third of the video-recorded consultations. An observation protocol was developed based on an already existing protocol from the 2007/2008 study \[[@CR25]\]. Additional questions were formulated about the health insurer or insurance. First, five consultations were observed by the three observers together to test the observation protocol and to make adjustments. For example, a response category 'not applicable' was added for some questions. Additionally, each time, after about twenty-five recordings, the observers discussed difficulties they encountered and to reach consensus about how to fill out the protocol.

When more than one medical condition was discussed during a consultation, the first one mentioned was used for filling in the observation protocol. The questions of the observation protocol as used for this study consisted of 14 items (see Additional file [1](#MOESM1){ref-type="media"}), which addressed the following topics: The referral in general. This comprised three items, i.e. the kind of healthcare provider -- such as a specialist or a physiotherapist - the patient was referred to during the consultation, the specific type of provider the patient was referred to, and the reason for referral.The role of the patient in choosing a healthcare provider was observed using four items. These included how much input patients had in the choice of healthcare provider (see Table [1](#Tab1){ref-type="table"} for the question from the observation protocol that assessed how much input patients had), if they preferred a certain healthcare provider, who mentioned the provider alternative(s) first, and the moment at which the patients pronounced their preferences.The role of the GP in the patient's choice of a healthcare provider was observed using five items. These items included whether the GP asked for the preference of the patient for a healthcare provider, discussed multiple provider alternatives, had a preference, why the GP opted for a particular provider and if the GP provided information about providers.The influence of the health insurer, or the insurance policy of the patient in the choice of a healthcare provider was observed using two items: if topics regarding the health insurance of the patient, such as the reimbursement of a specialist, were discussed, and who took the initiative to discuss these topics.

A random 10 % of the consultations were rated by three observers (AP, MM and CK) independently in order to assess interrater reliability. It resulted in a Kappa score of 0.64 (range 0.45--0.92), indicating substantial reliability \[[@CR27]\]. Table 1How much input is there from the patient around the choice of a healthcare provider?How much input is there from the patient around the choice of a healthcare provider?□ 1) little or no input□ 2) some input□ 3) a large amount of input1 = little or no input. The GP chooses the provider and the patient simply agrees with the proposed institution or caregiver. It is obvious that the patient follows up the advice of the GP.2 = some input. The patient is given a choice by the GP between a few providers or tells the GP that he or she does not want to be referred to a specific provider.3 = a large amount of input. Not the GP, but the patient him or herself chooses the provider he or she is referred to or asked for alternative options. Alternatively, no decision is made during the consultation and the patient has to choose a care provider after the consultation.

Statistical analyses {#Sec7}
--------------------

STATA 15 was used for performing the descriptive analyses and the interrater reliability calculation. Neither determining causation nor performing statistical analyses were attempted due to the explorative and qualitative nature of the data.

Ethical considerations {#Sec8}
----------------------

The study was carried out according to Dutch privacy legislation. The privacy regulations were approved by The Dutch Data Protection Authority. Approval by a medical ethics committee was not required under Dutch law for this observational study. Written informed consent was obtained from all GPs and patients, prior to consultation. All participants could withdraw their consent at any time, however, as previously mentioned, none of them did.

Results {#Sec9}
=======

In 2015, 20 GPs agreed to participate (56% participation rate) and in 2016, eight GPs participated (18% response). The number of videotaped consultations per GP ranged from 1 to 29. In 2015, 392 patients (77% participation rate) participated and another 102 (63% participation rate) in 2016. In total, 475 consultations were recorded (recording failed of 19 consultations). For the current analyses, 117 consultations (25%) were used in which a referral to a healthcare provider took place. In the other consultations, the GP prescribed medication or a medical aid, but no referral took place.

Patient and GP characteristics {#Sec10}
------------------------------

The 117 patients in this study were referred to a variety of healthcare providers, such as mental healthcare providers or other medical specialists such as gynecologists or dermatologists. The three types of healthcare providers that people are most referred to, were radiologists for x-rays (*n* = 14), physiotherapists (*n* = 12), and to ear, nose and throat (ENT) doctors (*n* = 10). A smaller number of people were, for example, referred to psychologists (*n* = 5), neurologists (n = 5), dermatologists (n = 5), ophthalmologists (*n* = 3) or orthopedics (n = 3). There were also specific types of healthcare providers for which only one patient was referred to, such as to providers practicing haptonomy (a treatment in which touch between the therapist and the patient can contact with the feelings that are stored in the body).

Table [2](#Tab2){ref-type="table"} describes the characteristics of the patients and the GPs involved in the 117 consultations in which a referral to a healthcare provider took place. The majority of both GPs and patients was female. Patients were, on average, 52.1, and GPs, 47.7 years of age. Most patients had a medium educational level. Table 2Background characteristics of the patients and the GPs per patient groupTotal\
(*N* = 117)No/little input\
(*N* = 51)Some input\
(*N* = 29)A lot of input\
(*N* = 37)GP (*N* = 28)Age in years (M (SD))47.7 (10.1)47.8 (10.9)48.6 (12.6)46.0 (9.3)Gender (n(%)) Male12 (42.9)9 (40.9)8 (57.1)6 (30.0) Female16 (57.1)13 (59.1)6 (42.9)14 (70.0)Patient Age in years (M (SD))^1^52.1 (16.9)51.8 (17.3)^1^51.1 (14.9)53.2 (18.1)Gender (*n*(%)) Male49 (41.9)19 (37.3)12 (41.4)18 (48.7) Female68 (58.1)32 (62.8)17 (58.6)19 (51.4)Educational level (n(%)) None4 (3.4)0 (0.0)3 (10.3)1 (2.7) Low^2^7 (6.0)4 (7.8)2 (6.9)1 (2.7) Medium^3^65 (55.6)29 (56.9)13 (44.8)23 (62.2) High^4^39 (33.3)17 (33.3)11 (37.9)11 (29.7) Missing2 (1.7)1 (2.0)0 (0.0)1 (2.7)Reason for referral (n(%)) Diagnosis67 (100.0)32 (47.8)22 (32.8)13 (19.4) Treatment65 (100.0)28 (43.1)11 (16.9)26 (40.0) Second opinion1 (100.0)0 (0.0)0 (0.0)1 (100.0)^1^The age was missing for 1 patient; ^2^Low = primary school; ^3^Medium = secondary school or intermediate vocational training; ^4^High = high vocational education

Role of the patient {#Sec11}
-------------------

Patients differed in the amount of input on the referral decision at the point of referral. Based on item 4 in the observation protocol (i.e. how much input is there from the patient around the choice of a healthcare provider?), the patients were divided into three groups. The first group had little or no input in the choice of a healthcare provider (*n* = 51(44%)). The GPs chose the healthcare providers and patients simply agreed with the proposed option. It is obvious that the patient follows the advice from the GP. For example, the GP would say: "You have a referral letter and you have to call this number to make an appointment". The GP did not even mention the name of the hospital the patient was being referred to.

The second group of patients had a large amount of input into the choice of a healthcare provider (*n* = 37(32%)). These patients chose, themselves, the healthcare provider they were referred to, or asked for alternative options. For example, a patient said: "I want to go to this specialist, because my mother has also been there for the same problem".

The third group falls between the first and second group. This group consisted of patients who were either given a choice of several options by their GP, or told their GP that they did not want to be referred to a specific provider (*n* = 29(25%)). For example, the GP would ask: "Do you prefer to go to hospital A or to hospital B?"

The groups differ regarding expressing a preference for a certain healthcare provider and who mentioned the referral destination options first: the GP or the patient (Table [3](#Tab3){ref-type="table"}). Table 3The role of the patient per amount of input groupNo/little input (n(%))Some input (n(%))A lot of input (n(%))51 (44%)29 (25%)37 (32%)Does the patient prefer a particular healthcare provider? Yes6 (11.8%)23 (79.3%)35 (94.6%) No45 (88.2%)6 (20.7%)2 (5.4%)Who mentions the option(s) in terms of a healthcare provider as first? GP35 (68.6%)26 (89.7%)8 (21.6%) Patient3 (5.9%)3 (10.3%)27 (73.0%) Unclear13 (25.5%)0 (0.0%)2 (5.4%)

Role of the GP {#Sec12}
--------------

In 47% (*n* = 55) of the consultations, the GP asked the patient about their preference for a healthcare provider. For instance, this could be by asking: 'Do you want to go to hospital A or hospital B?' In 36% (*n* = 42) of the consultations, the GP discussed multiple options regarding healthcare providers. In more than half of the consultations (63% (*n* = 74)) the GP, him or herself, preferred a particular healthcare provider. And in 73% (*n* = 54) of those consultations, the GPs gave this preference on their own initiative and not at the request of the patient. It was often not known why the GP was referring the patient to a certain healthcare provider. In about half of the consultations (55% (*n* = 64)), the GP did provide the patients with extra information about the healthcare provider they referred the patient to. This mostly concerned practical information, such as opening times and the location of the provider (72% (*n* = 46)). In six consultations, extra information was given about the quality or the costs of a particular healthcare provider.

Influence of the health insurer or insurance policy {#Sec13}
---------------------------------------------------

Topics regarding the health insurance of the patient were discussed in sixteen out of the 117 consultations (14%). Table [4](#Tab4){ref-type="table"} shows which topics were discussed and how many times they were mentioned as a percentage of the total of 117 consultations. The reimbursement of a treatment by a specialist was the topic that was discussed most often. This was followed by the deductible for the patient. For instance, the GP said: "If you allow yourself to be sterilised by the GP instead of the hospital, you do not have to pay a deductible". Another example was a patient who said: "You can prescribe the more expensive variant of the asthma puffer, because I have already paid my entire deductible". The supplementary health insurance of the patient was discussed in three of the consultations. For instance, the GP asked: "Do you have physiotherapy in your supplementary insurance package?" Five topics from the observation protocol regarding the health insurance of the patient were never discussed during the 117 consultations in which a referral for a healthcare provider took place. These, for example, included the reimbursement of a medicine. In more than half of the consultations in which the health insurance was discussed (54%(*n* = 7)) the GP took the initiative. Table 4Topics discussed regarding the health insurance of the patient on referral to a healthcare providerTopics discussed regarding the health insurance*N* (%^1^)Reimbursement of a treatment by a specialist6 (5.1%)The deductible of the patient4 (3.4%)The supplementary health insurance of the patient3 (2.6%)Reimbursement of a treatment by a GP practice nurse in mental health3 (2.6%)Reimbursement of a treatment by a paramedic3 (2.6%)Other topic regarding the health insurance3 (2.6%)The current health insurance/insurer of the patient0 (0.0%)Reimbursement of a medicine0 (0.0%)Reimbursement of specific tools0 (0.0%)Waiting list mediation0 (0.0%)Help from a health insurer in choosing a healthcare provider or with comparing different healthcare providers0 (0.0%)^1^The percentage as a total of the 117 consultations in which a referral to a healthcare provider took place

Discussion {#Sec14}
==========

Over half of the patients from this study (*n* = 117 (57%)) had some, or a lot of, input into the choice of a healthcare provider at the point of referral. The other 43% of the patients had little or no input, meaning that the GP chose a healthcare provider for them. Differences were visible in how patient choice is incorporated during the consultation. The influence of the patient's health insurer or insurance policy in choosing a healthcare provider at the point of referral is minimal, insofar as this decision is taken within the GP consultation. In only 14% of the consultations topics regarding the health insurer or insurance policy of the patient were discussed.

Comparison with existing literature {#Sec15}
-----------------------------------

In 2015/2016, more patients seem to have some, or a lot of, input into the decision to choose a healthcare provider compared to 2007/2008 \[[@CR25]\]. However, we still found that in most consultations the GP chose the hospital or specialist on behalf of the patient. Existing literature has already pointed out that patients usually visit the healthcare provider that is recommended by their GP \[[@CR9], [@CR13]--[@CR15], [@CR19], [@CR21], [@CR28], [@CR29]\]. GPs themselves also experience that the patients' demand for choice during their referral is limited and usually expressed in a demand to be sent to the nearest hospital \[[@CR30]\].

Patients do not seem to act as actively as presumed by policymakers, which firstly might be due to the fact that the gatekeeping function performed by primary care has a strong foundation in the Netherlands \[[@CR30]\]. This means that the GP influences the referrals to specialist care, which might result in patients feeling as if they do not have the autonomy to make their own decisions. However, it might also be that the quality and the duration of the relationship between the GP and the patient influences the form decision-making takes. In a long-term continuous relationship with the patient GPs often are familiar with the preferences of the patient and act on them \[[@CR17]\]. Secondly, the duration of consultations in the Netherlands is only ten minutes, which might be too short to discuss multiple referral options. As a result, GPs might opt for the obvious option. Thirdly, patients might experience a lack of insight into the quality of healthcare providers and are, therefore, reluctant to decide on a healthcare provider themselves \[[@CR31]\]. Lastly, patients may not feel that the choice of a provider is as important as policymakers do \[[@CR32]\].

Although GPs are divided about if discussing costs issues with patients belongs to the profession's job responsibilities, all providers are obliged to provide patients with the information that is relevant for them to be able to make an informed choice \[[@CR33], [@CR34]\]. Besides, GPs are expected to involve their patients into decisions about their care and to aid to empowering them to do so \[[@CR20], [@CR35], [@CR36]\]. However, it is demonstrated in this study that most GPs do not involve patients in the decision-making process regarding a referral destination during consultation. Studies indicate that, because of a lack of time, the GP cannot reveal all information about the different possibilities when advising patients about their choice \[[@CR6], [@CR30]\]. GPs refer patients to a particular hospital, for instance because their care history is known there or their diagnosis is unknown at the moment of referral because of which they are unable to refer to a hospital that specializes in their condition \[[@CR24]\]. This was also demonstrated in the results of this study. In most of the consultations other referral options were not discussed and only practical information about the healthcare provider seems to have been provided to patients. The reason for referring to a specific healthcare provider was rarely explained to the patient.

Lastly, our results indicate that topics regarding the health insurer/insurance policy of the patient are barely (*N* = 16 (14%)) taken into account when choosing a healthcare provider. This aligns with previous research that found that of 219 people, only 22 (10%) said that their health insurer played a role in their decision to choose a hospital or specialist \[[@CR37]\]. A possible explanation for this might be that it is complicated and time-consuming for GPs to discuss topics regarding the health insurance of a patient because each patient has a different insurer and is insured differently. Policymakers and health insurers might expect GPs to inform patients about the consequences that their referral decisions can have. However, it could also be that GPs and patients do not see the point of discussing matters about costs instead of medical content during their consultation time. Health insurers themselves should inform GPs and patients of the importance of discussing matters around the health insurance policy of the patient. They should also provide patients with information about healthcare providers to enable them to make choices. A last reason that the health insurance of the patient is seldom taken into account during referral might be that, in the Netherlands, the consequences, especially financial ones of selective contracting are barely visible. Nowadays, selective contracting rarely occurs and patients are nonetheless compensated for most costs incurred at non-contracted providers, but selective contracting is expected to gain more importance over the next few years \[[@CR38]\]. Therefore, it will become more important for patients, and for GPs if they want to support patient decision making, to take patients' health insurance into consideration when choosing a healthcare provider.

Strengths, limitations and further research {#Sec16}
-------------------------------------------

Few studies have analysed actual GP-patient consultations in order to study the patients' role in the referral decision, and GPs' support for patients who are actively choosing a provider. Observations are a more objective source of information than self-reporting by patients or GPs, which could be biased. In addition to the first study from 2007 to 2008 \[[@CR25]\], this study has also observed the role that the health insurer or insurance policy of the patient plays in making a decision on a healthcare provider at the point of referral. A final strength of this study is that the GPs participating were unaware of the fact that the observations focused on referral decisions. Therefore, the Hawthorne effect, a possible limitation of observational research, is minimal and our results mirror the actual daily situation in general practice.

A limitation of this study is that observations do not give insight into the underlying motives for behaviour and attitudes. For example, what is the underlying reason for a GP to send someone to a specific hospital? It is also unclear if patients complied with their GP's advice or went anywhere else. Neither was any account taken of the behaviour of the same patients in previous consultations or with the possible existing doctor-patient relationship that could influence the input of a patient about the choice of a healthcare provider. In addition, we did not look at whether patients or GPs find it relevant to discuss topics regarding the health insurance of the patient. Another limitation is that 20 of the 28 GPs were from the east of the Netherlands, because of which our results might not be generalizable to an entire population. Nevertheless, our sample matches the population of Dutch GPs with regard to age and gender \[[@CR39]\]. Yet another limitation is that the lowest Kappa score that we had (0.45), was moderate \[[@CR27]\]. However, the agreement score for this item was better (mean 64.9%). Nevertheless, our results should be considered with some caution. Lastly, there were differences in how many patients were observed per GP, ranging from one patient to 29 patients. However, conducting multilevel analysis was unnecessary, because the observations per question of the observation protocol for each GP were distributed, meaning that, for instance, a specific GP did not always ask patients for their preferences, but sometimes did while, at other times, did not.

Future research could focus on the importance of costs in making a decision to choose a healthcare provider during a GP consultation. Thus, investigating whether the idea of the importance of taking the health insurer or insurance policy into account when choosing a particular healthcare provider is something which is gaining support from both the GP and the patient. Further research could also focus on the importance of shared decision-making when choosing a healthcare provider during GP consultations. This means investigating what GPs and patients think of the idea that GPs are expected to encourage patients to make an active choice about a healthcare provider. Furthermore, it is interesting to study if an active choice makes a difference for health outcomes.

Conclusion {#Sec17}
==========

If managed competition with active patient choice is to work as intended by policy makers, it is important that patients make active choices of healthcare providers. Ideally, they should consider the quality and out-of-pocket costs of the different options, the latter depending on their health insurance policy. Our results seem to indicate that the policy regarding the implementation of patient choice is still only partially reflected in daily practice. The expectations, arising from policy, for patients and GPs in choosing a healthcare provider may be unrealistic. Discussing referral options is time consuming and GPs, just like patients, lack quality information and do not have insight into patients' insurance policies. Besides, the consequences for patients of selective contracting are currently barely visible for them in the Dutch healthcare system, as it does not yet take place very often. With the role that health insurers have within the current Dutch healthcare system, they can be expected to distribute more information about healthcare providers and selective contracting among patients and GPs. Decision aids could also help patients to choose a particular healthcare provider during the consultation and GPs in supporting their patients in making active choices. Patients could, in turn, indicate their preferences regarding providers and making active choices, and what they expect from their GP more clearly to their GP. Some patients might not be interested in playing an active part in choosing a healthcare provider, or are not capable of doing so, and would rather delegate this task to their GP, while others do want to play an active role in their care choices.
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